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Background: Reducing maternal and perinatal mortality in sub Saharan Africa remains challenging and

requires effective and context specific interventions.

Objective: The aims of this paper were to demonstrate the impact of the community mobilisation of the

Skilled Care Initiative (SCI) in reducing maternal and perinatal mortality and to describe the concept and

implementation in order to guide replication and scaling up.

Designs: A quasi experimental design was used to assess the extent to which the SCI was associated with

increased institutional births, maternal and perinatal mortality reduction in an intervention (Ouargaye)

versus a comparison (Diapaga) district. A geo-referenced census was conducted to retrospectively assess

changes in outcomes and process measures. A detailed description of activities, rationale and timing of

implementation were gathered from the SCI project officers and summarised. Data analyses included

descriptive statistics and multivariate analyses.

Results: At macro level, the main significant difference between Ouargaye and Diapaga districts was the scope

and intensity of the community-based interventions implemented in Ouargaye. There was a temporal

association relationship before and after the implementation of the demand-driven interventions and a

remarkable 30% increase in institutional births in the intervention district compared to 10% increase in

comparison district. There was a significant reduction of perinatal mortality rates (OR�0.75, CI 0.70�0.80)

in intervention district and a larger decrease in maternal mortality ratios in intervention district, although

statistical significance was not reached. A comprehensive framework of community mobilisation strategy is

proposed to improve maternal and child health in poorest communities.

Conclusion: Controlling for the availability and quality of health services, working in partnership and

effectively with communities, and not for them � hence characterising communities as not being empty vessels

� can have impacts on outcomes. Here, in the district with a community mobilisation programme, there was a

marked increase in institutional births and reductions in maternal and perinatal deaths.
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T
he rationale and effectiveness of community-based

interventions on maternal and child health are not

new and have been widely reported (1). These

community-based interventions are referred to as com-

munity participation, community empowerment or social

mobilisation and aim to increase the use of maternal

health services (2�4), and to reduce maternal and

perinatal mortality (1). Most community-based interven-

tions involve the use of lay people referred to as

community motivators, community health agents, com-

munity health workers among others (5, 6). Although the

requirement for both supply and demand side interven-

tions are implicit and acknowledged in maternal mortal-

ity reduction frameworks, in practice, most maternal and

perinatal reduction strategies have mainly focused on the

supply side and more tangible interventions (such as

buildings, equipments, vehicles, staffing, training and

supervision among others). The added value of commu-

nity-driven interventions, scope and configuration are

not well known, and thus overlooked. The Skilled Care
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Initiative (SCI) developed and implemented in Ouargaye

district, Burkina Faso (7), offers the opportunity to

access the extent of the impact of demand-driven

interventions implemented after the strengthening of

the health system (upgrading the infrastructures, equip-

ments and supplies, referral system, skills and compe-

tences of health personnel) in improving institutional

delivery, and in reducing maternal and perinatal mortal-

ity. The evaluation methodology has been extensively

reported elsewhere (8�10). This paper focuses on demon-

strating the added value of the demand-driven interven-

tions (community mobilisation) of the SCI and on

describing the concept and implementation to guide

future replication and scaling up.

Process of community mobilisation strategy

Community mobilisation: concepts and rationale
As part of the SCI (7), several community-based inter-

ventions were implemented in Ouargaye district from

2004 to 2005. The community-based interventions’ over-

all goal was to guide the community towards the use of

quality delivery care during normal and complicated

deliveries. The approach was developed after a review of

previous community-based interventions towards mater-

nal and child health in Burkina Faso, among which were

the Tostan approach and the Maternal and Neontal

Health approach in Bazega province and Koupéla

district, respectively (11, 12).

The approach was based on the concept of social

mobilisation (Fig. 1), defined as a process, a movement of

the population leading to behavioural changes towards a

specific problem, mostly health related but also applic-

able to other development sectors such as education or

agriculture (11). The social mobilisation � and thus,

community mobilisation when restricted to a community

� is summarised into four interrelated and complemen-

tary pillars: advocacy and awareness, social marketing,

behavioural change communication (BCC) and capacity

strengthening (Fig. 2), each of which is briefly described

below along with its rationale.

Awareness aims at engaging local traditional leaders,

administrative and religious leaders, local associations

with the use of skilled care through problem-solving

techniques, negotiation, and persuasion and lobbying. It

focuses on danger signs during pregnancy and delivery,

birth preparedness (13), emergency preparedness and

quality delivery care. In a context of low literacy, and

where there is a value for community self identification

and where communities are responsive to recommenda-

tions of religious and traditional leaders, it is critical that

any intervention in a community meets the needs of local

stakeholders and wins their support. Communities are

not ‘empty vessels’ and understanding and building upon

cultural beliefs of care and means of communication is

more likely to be effective.

Social marketing postulates quality services at afford-

able price. In this framework, community-based inter-

ventions through social marketing aim at reducing

financial barriers and out of pocket for the use of skilled

care. There is no one-size-fits-all approach and commu-

nities are encouraged to use acceptable and effective

strategies.

The third pillar is BCC. Much has been written on

BCC theories such as learning theories, the transtheore-

tical model, the health belief model, reasoned action and

planned behaviour, and social cognitive theory (14)

among others. It is expected that each community use

the most relevant, acceptable and effective one to induce

change towards safer delivery. In this example of the SCI,

the health belief model was used. This model postulates

that a person’s or community’s health-related behaviour

depends on his perceived risk of outcome (whether a

woman or a family member perceives women at risk for

maternal and perinatal deaths if skilled care is not sought

during childbirth), his perceived severity of the outcome,

the perceived benefits of engaging in preventive action

and the perceived barriers to taking that action. The

model also incorporates cues to action and self-efficacy

(15) and was used for community workshops.

Lastly is the capacity strengthening pillar which refers

to facilitating community problem-solving skills towards

skilled delivery care. This process improves ownership of

activities and includes analysis and prioritisation of

community problems and sustainability of agreed upon

consensual decisions. An important part in the capacity

building pillar is also prompting household to raise funds

for possible emergencies and to promote revenue gen-

erating activities.

From concepts to practice: description of the Skilled
Care Initiative (SCI) community-based interventions
Burkina Faso is one of the poorest countries in the world,

land-locked, situated in the heart of West Africa.

Maternal and child health community mobilisation framework

Affordability of
quality delivery care

Social marketing

Capacity strengtheningBehavioural change
communication

Advocacy / awareness

Participatory process
Auto diagnostic
Ownership
Sustainability

Health seeking
behaviours / birthing 
and weaning practices
Behavioural Theories

Stakeholders analysis
Information and
education using locally
relevant channels

Fig. 1. Conceptual framework for maternal and child health

community-based interventions.

Sennen Hounton et al.

2
(page number not for citation purpose)



Population is of mostly farmers with very low literacy

rate (20% nationally but 5�8% in remote and rural areas).

The SCI activities in Ouargaye district included strength-

ening health facilities (functional operating room, drugs

and equipment), recruitment and posting of anaesthetists

to ensure round the clock access to life saving interven-

tions at district hospitals, upgrade of competencies of

health workers in obstetric best practices, referrals

(ambulance, wireless phone), refurbishment of infrastruc-

tures and electricity with solar panels. These supply side

activities covered two-thirds of health facilities within the

district as another financial and technical partner (UN-

FPA) had selected the remaining one-third for similar

health facility strengthening. The demand side activities

however were built around traditional leaders whose

areas of influence are beyond health facility boundaries

and ultimately covered the whole district. The main steps

for implementing the community-based interventions

were a baseline survey, an identification of key influential

leaders, mobilisation of stakeholders, BCC and monitor-

ing each of which are briefly described below:

A baseline qualitative survey: This used individual

interviews, focus group discussions, immersion and ob-

servation to identify community health seeking beha-

viours, birthing and weaning practices, the social

organisation and social networks, cultural community

mechanisms of solidarity, locally valued communication

channels and key influential leaders, level of their

influence and coverage areas. It also provides an identi-

fication of barriers and facilitators to skilled care,

community taboos and values and an understanding of

the balance of power within the community.

The second step was the selection of key influential

leaders to be centrepieces of the process of community-

based interventions. Indeed, societies, worldwide, are

characterised by a political and social organisation to

ensure peaceful administration and regulation of the

society. In mostly rural communities such as those in

Ouargaye district, there were, besides local administrative

officials, people that communities valued, trusted and

respected more than administrative officials because of

their role model, their wisdom and their religious power

among others. There were traditional leaders whom

communities listened to, obeyed and respected and who

managed all administrative and judicial matters within

their areas of influence. By obeying these traditional

leaders people had a sense of social belonging to the

community. Recognising the influence of these traditional

leaders and their potential roles for engaging their

communities in behavioural change, the SCI community

mobilisation strategy selected the most influential ones

and developed a participatory approach with them.

The third step was engaging stakeholders. After identi-

fying among the traditional leaders those willing to fully

back the community-based interventions, the next step

was to engage a limited number of them in the process. It

was crucial to start slowly before going to scale. This was

done through structured meetings with prominent tradi-

tional leaders who, after an identification of main

barriers to utilisation of maternal health services and

possible solutions, invited their peers and other stake-

holders (health professionals, religious leaders, adminis-

trative officials, associations) and engaged with them in

the process (Box 1).

* COPE: Client-Oriented Provider-Efficiency Services (process for improving quality in health service with users and providers) see: www.engenderhealth.org

OBJECTIVE

Use of quality 
delivery care 

during normal and 
complicated 

deliveries 

INPUTS
(THE FOUR PILARDS) 

INPUTS 
(SCI ACTIVITIES) 

PROCESS
(MECHANISMS) 

OUTPUTS
(OUTCOMES)

Advocacy and 
awareness

Social 
marketing

Behavioural 
change 

communication 
(BCC)

Community 
capacity 

strengthening

Increased 
knowledge, 

preparedness for 
delivery, increased 

utilization of 
maternal health 

services 

Danger signs 
Birth preparedness 

Emergency preparedness 
Quality delivery care

Cost sharing system 
Micro finance 

Community link agents  
(CLA) 

Health seeking behaviour 
Birthing and weaning 

practices 
COPE* (Providers-clients)

Participatory process 
Auto diagnostic 

Ownership 
Sustainability 

Reduction in 
maternal, neonatal 

and perinatal 
mortality

Qualitative study
Health seeking behaviour 
Birthing and waning practices 
Social organisation, networks, 
communication channels 

Local stakeholders 
Engage credible traditional 
leaders, Local associations 
Religious & political leaders 

Community link agents (CLA) 
Close sensitisation, monitoring 

BCC interventions 
Community workshops 
Theatres, singers 
Birth preparedness 

Monitoring & evaluation 
Follow up community workshops 
Formative supervision of CLA 
Workshop with health workers

Ensure normality of 
deliveries and early 

detection and 
management of 
complications

Fig. 2. Logic model of community mobilisation strategy applied to the SCI, Ouargaye district, Burkina Faso.
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The fourth step was the implementation of the BCC

activities. The low level of utilisation of maternal health

services may be related to several factors, some obvious

such as distance to health facility, cost, time and other

less obvious such as cultural barriers or perceived quality

of care. In partnership with community leaders, a number

of culturally acceptable activities were developed building

on existing societal mechanisms: community workshops,

recruitment and posting of community relay agents in

all villages of the intervention areas (Box 2), public

concerts with traditional singers, theatres and financial

schemes to reduce out-of-pocket expenses during emer-

gencies (Box 3).

The fifth step was monitoring of action plans and

activities, a structured process that started with a

preparatory phase and was followed by sensitisation

meetings with communities, elaboration of community

action plans, a formal and very symbolic engagement

from the leaders to implement the action plans, identifi-

cation of monitoring indicators and feedback processes

(Box 3).

Methods

Context, study design and participants
A baseline survey was conducted in the intervention and

comparison districts to assess health indicators, to

describe existing interventions and to document barriers

and facilitators to skilled care. A detailed description of

the context and intervention is presented elsewhere (7�
10). A description of the study context was done with

regard to health human resources, literacy and fertility

rates, antenatal coverage and institutional delivery at

baseline, and timing of the different components of

skilled care activities in intervention and comparison

districts.

A geo-referenced census was conducted from February

to May 2006 in the intervention district (Ouargaye) and a

comparison district (Diapaga). Further details on the

evaluation study design and comparability of districts are

presented elsewhere (8). Information were collected from

all women aged 12�49 with experience of pregnancy in

the survey referenced period (2001�2005), on the number

of pregnancies, pregnancies lasting more than six months,

place of delivery, delivery attendant and foetal/newborn

survival during the five years prior to the interview

Box 1. Steps in engaging a community leader, SCI

community mobilisation strategy, Ouargaye district,

Burkina Faso.

1. Meet with a traditional community leader, the most

influential and most supportive to the community

mobilisation strategy.

2. Elicit from the community the main behaviours both

from users and providers that prevent the utilisation of

maternal health services (auto-diagnostic,

problem-solving techniques).

3. Discuss possible solutions and or strategies to

encourage quality delivery care.

4. Discuss with other community leaders the

interventions, reach consensus and

5. Set up dates for the interventions.

Box 2. Community relay workers (CRW), Skilled Care

Initiative, Ouargaye district, Burkina Faso.

1. Eligibility criteria of community relay workers (CRW)

� Be a resident of the community

(male and female are eligible)

� Be openly elected by the community

(supporters openly chose from potential candidates)

� Be able to read and write

(for record keeping and report writing purposes)

� Be between the ages 25�40

(travel in villages and visits to households required)

� Be motivated and available

� Have means of transportation (bicycle)

2. Role of CRW

� Sensitisation about skilled delivery care

� Advocacy for safe delivery

� Peer counselling, family counselling on danger signs,

birth preparedness, emergency preparedness

� Reporting and notification of life events

(deaths of mother and newborns, place of deliveries)

� Identify the main barriers of skilled delivery care with

families

3. Training of CRW

� Design of training materials by the

Skilled Care Initiative

� Training of trainers by SCI and CRW

� Training CRW

m Supervision of CRW

� Implementation of action plan

� Monitoring of action plan.

4. Benefit package of CRW

� Wheels, tyres and repair materials for bicycle

� One payment of 30 US Dollars for further needs at

recruitment

� Moral satisfaction: privilege and honour of being

designated by community, and of being a link person

between community and SCI

� Opportunistic activities (participation in national

immunisation days, filariosis eradication programme,

malaria prevention through promotion of bednets)

Sennen Hounton et al.
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(2001�2005), as well as general census data such as

household assets, socio-demographic characteristics of

household members (age, sex, occupation, education,

marital status, etc.). In this study, maternal death was

defined as a death of a woman while pregnant or within

42 days of termination of pregnancy, irrespective of the

cause of death. This is a time-of-death definition of

maternal death, referred to as pregnancy-related death.

Perinatal death was defined as stillbirth or death of a

newborn less than a month. Caveats of using these

operational definitions and an unprecedented five year

recall census (misclassification, underreporting and recall

bias) have been extensively discussed elsewhere (8).

Data analysis
Description of components of skilled attendance by year

(7) was done over the reference study period 2001�2005 in

intervention and comparison districts. Descriptive statis-

tics were used to compare percentages of deliveries in

health institutions, maternal mortality ratio and perinatal

death rates between the intervention district (Ouargaye)

and the comparison district (Diapaga), and before (2002�
2003) and after (2004�2005) implementation of the

demand-driven interventions of the SCI. In addition, a

multivariate analysis was used to assess differentials in

maternal and perinatal mortality risk by maternal age,

distance from household to nearest health facility,

educational level of mothers, household wealth quintiles

and by district.

Results

Context and timing of skilled attendance activities in
Ouargaye and Diapaga
The intervention (Ouargaye) and comparison (Diapaga)

districts are remote and rural districts located in Centre

East Region and lacked running water, serviceable roads

and an effective transport system. Prior to the SCI, the

mean coverage radius of health centres, ratio of physi-

cians to population and ratio of nurses to population

were 11 and 16 km, one for 213,000 inhabitants and one

for 134,000 inhabitants, and one for 8,300 inhabitants

and one for 6,400 inhabitants, respectively, in Ouargaye

and Diapaga. Similarly, the fertility rate, the literacy rate,

the antenatal care coverage and institutional delivery

were, respectively, 7.5 and 6.0%, 21.7 and 18.6%, 63 and

62%, and 18.0 and 24.4% in Ouargaye and Diapaga

districts (8).

As shown in Fig. 3, there are similarities between

Ouargaye and Diapaga districts in terms of strengthening

health facilities, access to life saving interventions at

district hospitals and capacity strengthening for health

workers. The main differences are on demand side

activities: there was a community-based cost sharing

initiative for emergencies and a radio service that the

district management used to broadcast weekly sensitisa-

tion message to community on reproductive health in

comparison district whilst in the intervention district

there was more comprehensive and more intensive

community mobilisation (cost sharing initiative for

Box 3. Steps of a community workshop, SCI community mobilisation strategy, Ouargaye district, Burkina Faso.

1. Preparation 3. Community action plan (workshop day 2)

� Courtesy visit (negotiation) to the identified

traditional leader by SCI

� Group discussions

� Plenary session

� Invitation of participants by the traditional leader � Finalisation of an action plan

� Prepare the site and logistics for the workshop 4. Community engagement

� Review of sensitisation tools, terms of references for

group discussions, planning module and engagement

form with the traditional leader

� Formal engagement (signed document) of

community to implement action plan towards

skilled delivery care

� Training of moderator in problem-solving techniques 5. Scaling up

� Final checking with the organisers

2. Sensitisation (workshop day 1)

� Scale up the interventions using areas of

influence of the traditional leaders

� Introduction by the leader 6. Monitoring and evaluation

� Theatre portraying community delivery, birthing,

weaning practices

� Monitoring of action plan implementation

in each village

� Identification of themes and comments (danger signs,

advantages of antenatal care, hygiene during

pregnancy, birth preparedness, post partum care,

negative practices, desired behaviours)

� Animation: traditional music concert

� Monitoring of deliveries (home versus facility

deliveries) by village

� Follow up community workshop

� Traditional leaders meeting

(sharing best practices and experiences)

Maternal and perinatal mortality in rural Burkina Faso: communities not empty vessels
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emergencies, advocacy and awareness, BCC and commu-

nity capacity strengthening). This investment in commu-

nities through an understanding of their social structure

and health seeking behaviours, through identification and

partnership with credible community leaders, and

through identification of culturally sensitive and locally

acceptable approaches to address transport and referrals

was the single significant difference between the two

districts.

Effects of the Skilled Care Initiative (SCI) community
mobilisation on institutional births
Births in the comparison district were much less likely to

be institutional than births in intervention district.

Although institutional delivery increased over time in

both districts, and although there was a difference at

baseline, it significantly increased over time (pB0.001) in

both intervention and comparison districts and there was

a remarkable and statistically significant 30% increase in

intervention district following the implementation of

community mobilisation activities compared to 10%

increase in Diapaga over the same period (Fig. 4).

Effects of the Skilled Care Initiative (SCI) community
mobilisation on pregnancy related mortality
There was a 31.5% reduction in maternal mortality ratios

between the period before and after the community

mobilisation in intervention district compared with

15.8% reduction in Diapaga. Although maternal mortal-

ity ratios decreased over time in both districts, and

although there was a difference between intervention

and comparison districts before the community mobilisa-

tion, the maternal mortality ratio decreased to a greater

extent in Ouargaye compared to Diapaga (Table 1).

Effects of the Skilled Care Initiative (SCI) community
mobilisation on perinatal mortality
A logistic regression was used to assess the risk for

perinatal mortality per district and per SCI areas within

the intervention district (Table 2). In 2005, the perinatal

mortality rates were 27.5 and 33 per 1,000 live birth in

Ouargaye and Diapaga, respectively (OR�0.75, CI 0.70�
0.80). Similarly, the perinatal mortality rates were 26 and

31.3 per 1,000 live birth in areas covered by SCI supply
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Fig. 4. Trends of institutional births in Ouragaye and

Diapaga, Burkina Faso, 2001�2005.

Districts SAD* components

2001 2002 2003 2005

Cost sharing initiative

Diapaga Functional operating room
Comparison 

district Equipment and drugs

Traning health workers

Training health workers

Ouargaye Equipment and drugs
Intervention

district Functional operating room

Community mobilisation

Timeline

2004

* SAD : Skilled Attendance at Delivery

Fig. 3. Timing of supply and demand-side interventions of skilled attendance at delivery in Ouargaye and Diapaga, Burkina

Faso, 2001�2005.
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Table 1. Mortality ratios in Diapaga and Ouargaye districts, Burkina Faso, 2002�2005

Maternal deaths Births adjusteda Maternal mortality ratios (MMRs) Confidence intervals

Ouargaye

2002�2003 72 16,131 446 340�552

2004�2005 57 18,658 305 223�387

Diapaga

2002�2003 115 20,465 562 457�666

2004�2005 103 21,788 473 379�566

aAll numbers of deaths reported have been adjusted to proportion of deaths missing date of death (n�57).

Table 2. Multivariate analysis of perinatal mortality risk in Ouargaye and Diapaga districts, 2001�2005

Perinatal mortality risk

N Adjusted OR CI p-Value

Maternal age

B20 16,239 Ref

20�25 24,934 0.99 0.93�1.07 0.857

25�30 24,726 0.89 0.83�0.96 0.001

30�35 13,764 0.92 0.85�0.99 0.037

�35 16,075 0.94 0.87�1.01 0.104

Mother’s educational level

0 (no education) 90,208 Ref

1 (primary level or more) 5,530 0.58 0.52�0.65 0.000

Distance (household to nearest health centre)

Less than 2.5 km 22,725 Ref

2.5�5 km 20,006 0.94 0.88�1.01 0.084

5�7.5 km 19,823 1.02 0.96�1.09 0.506

7.5�10 km 14,378 0.97 0.90�1.05 0.461

More than 10 km 18,806 0.88 0.82�0.95 0.001

Assets ownership (household)

Q1 (most poorest) 20,335 Ref

Q2 18,367 1.06 0.99�1.13 0.116

Q3 18,139 1.00 0.93�1.07 0.989

Q4 19,501 0.96 0.89�1.04 0.352

Q5 (least poorest) 19,396 0.95 0.88�1.03 0.238

Place of delivery

Home delivery 60,298 Ref

Institutional delivery 35,440 0.98 0.94�1.03 0.523

SCI supply side coverage areas

Non-SCI zone 67,097 Ref

SCI zone 28,641 0.75 0.70�0.80 0.000

Community mobilisation (district level)

Ouargaye district 43,612 Ref

Diapaga district 52,126 0.72 0.68�0.77 0.000

Maternal and perinatal mortality in rural Burkina Faso: communities not empty vessels
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component versus areas not covered in Ouargaye district,

respectively (OR�0.72, CI 0.68�0.77). These differences

persist even after adjusting for maternal age, distance

from household to nearest health centre, household assets

ownership and place of delivery.

Discussion
An analysis of the contexts in intervention and compar-

ison districts before, during and after the SCI points to

associations between community-driven interventions,

increases in institutional births and reductions in mater-

nal and perinatal deaths in Ouargaye district compared to

Diapaga district. Although this temporal relationship is

not sufficient for attributing cause, the comparability of

context and socio-demographic profile in both districts

(8), and the similarities of maternal and child health

indicators before the SCI, and of skilled attendance at

delivery interventions with the exception of a compre-

hensive demand-driven interventions in Ouargaye district

have empirically led us to the conclusion that community

mobilisation was a major contributing factor to the

changes observed. These results have also shed some

light on configuration and timing of skilled attendance at

delivery components. Upgrading health facilities, training

health personnel and ensuring availability and quality of

life saving interventions are requirements for access to

skilled care, but uptake of care and effectiveness could

not be achieved without comprehensive demand-driven

interventions. Not only is there an equal importance of

both supply and demand-led interventions, but the results

indicate that a comprehensive framework for demand-

driven activities is needed as opposed to selective com-

munity based activities such as the case in the comparison

district. Although there is no magic bullet, nor a one-size-

fits-all ideal community mobilisation approach, closely

working with communities by consulting them at all

stages of design, planning and implementation of delivery

care is critical for achieving reduction in maternal and

perinatal mortality. This will require from maternal and

child health policy makers and programme managers a

comprehensive policy (Fig. 2) in working with commu-

nities for surveillance, measurements of maternal and

newborn adverse outcomes, as well as policy and

strategies.

Conclusion
Although skilled attendance at delivery is widely regarded

as the main strategy to reduce maternal and perinatal

deaths, there is less certainty on the optimal configura-

tions of interventions and timing for different health

system contexts in order to achieve ultimate health gains.

This evaluation demonstrates that reaching reductions in

maternal and perinatal mortality requires an adequate

coverage of life saving interventions and quality of care,

but should be equally met with an investment in

community mobilisation. In poorest communities such

as Burkina Faso, working in partnership with commu-

nities using a comprehensive approach may accelerate

progress towards reductions in maternal and perinatal

mortality. These demand-driven interventions require an

understanding the social structure of local contexts, the

political and cultural logic of power, participation and

ownership of the process (hence communities not empty

vessels) for a successful behavioural change strategy

towards skilled delivery.
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